On the night of Sunday, 31 March, the medical officer of health, as we have known him in this country for a century and a quarter, will pass
into the pages of the history book. There will be those who will ask, what happened to him? Did he die of old age, overtaken by the tide of events? Did he retire in the fulness of years, his work done? Was he cut off in his prime? Or did he stay in business and simply change the sign over the shop?
At this moment we cannot tell. Nor do I believe that we can, as yet, make a final appraisal of his contribution to the public wealwe are too close to the event.
All that can be done at this time is to sketch out his curriculum vita, touch on some of the significant events in his career, look at some of the things he has attempted to do and some of the problems he has faced, in the course of his lifespan of about 125 years.
The MOH owes his conception to that formidable genius, Edwin Chadwick, who, in his wellknown Report on the Labouring Population (1842) wrote:
'That for the general promotion of the means necessary to prevent disease, it would be good economy to appoint a district medical officer, independent of private practice and with the security of special qualifications and responsibility to initiate sanitary measures and reclaim the execution of the law!' There had been a cadre of medical officers in the public service before this time, to wit the Medical Officers of the Poor Law who were employed by the local guardians to provide medical care for the sick poor. But their concern was primarily with treatment, the task of the new man was to be primarily withprevention.
As Chadwick said, it would be good economy to have him, because as experience at the Poor Law had shown him, disease meant waste, waste of human resources, and imposed a heavy burden on the community, not least in the support of those reduced to penury through sickness affecting themselves or their breadwinners. The reason, or the principal reason, in Chadwick's mind for bringing the MOH to birth was not humanitarianno one ever accused Chadwick of having a heartbut economy, because it would make sense in the effective ordering of the public health system. Chadwick's proposals for such a system were to be embodied, albeit in a watered-down fashion, in the Public Health Act, 1848, but not before two authorities, inspired by the Sanitary Idea, had anticipated its provisions. Duncan's appointment had the significance of the first stephe was the first man in. But it was Simon's appointment to the City of London in the next year which was to make the greater impact. The very existence of the medical officer of health during these early years was fraught with uncertainty. Indeed, one wonders whether without Simon he would have survived at all; or whether, like that other brain-child of Chadwick, the General Board of Health, he would have been quietly allowed to sink into limbo, until a later generation, seeing his potentialities, restored him to active life.
With Simon in the City, this was impossible. For Simon gave to the office the stamp of authority which could not be gainsaid. He set a standard of responsible and impartial comment on matters affecting the public health which gained attention and won respect well beyond the confines of the City.
His Reports to the City Fathers were published verbatim in the columns of The Times and read right across the nation.
There is a modern ring about much of Simon's work, not least in his recognition of the value of up-to-date statistics. For through the cooperation of William Farr at the General Register Office, he was able to arrange that every Tuesday morning the vital statistics of the City for the previous week should be on his desk. From such initiatives were to grow the information systems of our own day.
The Act for Promoting the Public Health of 1848, to give it its full title, was, by any reckoning, an important landmark, but in so far as it was intended to bring the MOH into being across the country, it was a failure. For despite the encouragement given by Chadwick at the Board, very few local authorities thought fit to take advantage of their power to create these new posts. So that five years later it is doubtful whether there were a dozen medical officers of health in the whole country.
The next real advance came in 1855 with the reform of local government in London. This divided the then built-up area of the capital into 48 districts, each of which was required to appoint an MOH. Within a short time the posts were filled and 48 medical officers set about the prodigious task of cleansing the Augean stables which were the slums and rookeries of London, modelling their efforts on those of Simon in the City. It was natural that with their common concern, they should band together to form an Associationthe Association of Metropolitan Medical Officers of Health -which was later to become the Society of Medical Officers of Health, now the Society of Community Medicine. It was natural too that Simon should have become their first President.
What did the efforts of these first medical officers of health add up to? In January 1857 The Lancet calculated 'that in a very modest computation, the number of sanitary nuisances which have been either reformed, or altogether removed, in the Metropolitan area during the past year amounts to upwards of 15 000'. Later in the same year The Lancet returned to the subject in an editorial:
'Traps have been laid to catch all kinds of stench, and snares set to abate every forn of nuisance; offensive slaughter houses have been removed and ruinous tenements... healthily rebuilt. The milk has been robbed of a portion of its water and the dirty children in the alleys more plentifully supplied. Dustmen have been reluctantly obliged to remove their own dust and agonized manufacturers compelled to consume their own smoke!' This was an eloquent testimony to the endeavours of these pioneers.
In the light of the undoubted success of this first generation of medical officers of health, it might have been expected that Parliament would follow this up by enacting similar legislation to cover the rest of the country. But this was not to be, at least not for many years.
Laissez-faire, local initiative or inertia characterized the prevailing order, so that by 1870 barely 50 local bodies outside London were employing the services of a MOH. Then, by a wave of the Parliamentary wand, more than 1000 new posts were created at a stroke.
The period 1855 to 1870 has sometimes been described as the Sanitary Doldrums, a period in which no significant movement occurred. This was not so. Anyone who looks at the Statute Book will see that, year by year, Parliament was passing acts having some bearing on sanitary matters. But the administration of these acts was in a muddle. There were said to be, at that time, no less than 160 acts in force containing sanitary provisions and so mixed up that even the judges found them impossible to unravel and interpret.
The time was ripe for consolidation and reform. Gladstone's government set a Royal Commission to review the whole sanitary scene. In its Report (1871) the Royal Sanitary Commission made three important recommendations which were to determine the scope and pattem of the public health service for many years to come. They were:
(1) That there should be one central department with responsibility for the public health. (2) That the country should be divided up into areas each of which would be responsible for sanitary action at the local level. (3) That the mass of sanitary legislation should be consolidated into a single statute.
The 1871 Act created the central department, the 1872 Public Health Act created the local authorities, and the 1875 Public Health Act codified the law.
From the point of view of the medical officer of health, it was the Act of 1872 which marked the real turning point in his career. For it required each of the urban and rural sanitary authorities created under the Act to appoint an MOHand there were 1400 of them. This literally put the MOH on the map, and right across the country. Up to that time a local board could employ or dispense with the services of an MOH as it wished. From then onwards, although the Authority might dislike and even dismiss the man, it could not dispense with the office.
The Act established 1400 new posts; it did not require that they should be full time, nor did it debar the holders from private practice. At the outset, the majority of local authorities, particularly the small ones, made only a token compliance with the Act by the appointment of what was called the '£10 a year man'.
The Government offered the bait of a grant of half the salary of the MOH on condition that it could prescribe the terms of his appointment. I have not been able to discover the exact number of local authorities which accepted the grant, but of the 44 large towns with populations exceeding 50 000, no less than 36 rejected the offer of Government aid and its implied control. Of such stuff was the spirit of local independence made. Nevertheless, within a short time of the passing of the Act, most of the large towns and cities had taken steps to appoint an MOH, and the great majority of these were full time. There was no shortage of applicants for these posts; Leeds, for example, had no less than 67. What was the attraction ?
One might think that it would have been a regular income in a securejob. But this was not so, for in point of fact, salaries, security and status were all matters of serious concern to this second generation of medical officers of health. In the matter of salary, Liverpool paying £1000 a year was in a class by itself. £450 was the more usual figure for a full-time job, with perhaps an extra £50 for acting as local analyst or superintendent of the fever hospital, which many of them did. Each authority fixed its own salary; there were no annual increments and the amount could be altered at will. The MOH of Fulham, who incurred the displeasure of his Council for his enthusiasm for sanitory reform, had his salary cut from £600 to £300 for his pains and not all the protests by the Society of Medical Officers of Health could do anything about it.
As with salaries, so also with security. The Act positively discouraged the appointment of a man for more than five years at a time, and indeed, the Central Department, whenever it could do so, limited appointments to only three years.
As the authorities could refuse to reappoint a man whose advice was not to their liking, not a few candidates received the intimation that their salaries and appointments were safe so long as they made only minimal demands on the rate fund.
Reflecting on the position of the MOH at this critical period in his career, it seems to me that there were three important questions at issue:
(1) Was he to be a specialist, required to show by special qualifications that he possessed special skill?
(2) Was he to be a whole-time officer, and hence to cease to rely on private practice to ensure his income?
(3) Was he to have security of tenure, and so be able to perform his duties without fear of losing his job at the whim of the body which employed him?
These issues were not quickly to be resolved. Let us look at the specialist first.
By the 1870s, the medical faculties of the universities had come. to realize that sanitary science, as it had developed during the preceding 20 years, was now beyond the scope of the ordinary medical curriculum and to recognize the need to provide postgraduate training for doctors wishing to enter this field. Trinity College, Dublin, took the lead in 1871, by offering a course leading to a Diploma in Public Health by examination. Cambridge followed in 1875 and within a few years almost every university in the kingdom had followed suit. In 1886 the DPH and its equivalents, of which there were about a dozen, were placed under the supervision of the GMC and became registrable qualifications. Two years later, Parliament set the seal of statutory approval on the qualifications by laying down that the MOH of any district having a population exceeding 50 000 must possess the DPH. This was a good start, but the next step was many years away. For it was not until 1926 that an Order was made requiring every MOH appointed after that date to hold the DPH. And even here there was an escape clause exempting anyone who had held a post as MOH for three years. It was only in 1936 that this last loophole was closed.
Thus, slowly and belatedly, the MOH woni his spurs as a specialist and, as George Newman (1923) said, 'the DPH became the criterion of proficiency in State Medicine', the hallmark of this specialty within the profession.
The resolution of the issues of wholetimeness and security was complicated by the considerable variation between the nature of the task in the big cities and the small rural districts, but above all by the determination of local authorities at all levels to employ and control their MOH for themselves and to resist any move to coordinate public health services on the basis of larger units controlled by the Central Department.
The Central Department referred to was, of course, the Local Government Board. This had been set up in 1871, following the Royal Sanitary Commission, by bringing together public health and the Poor Law into a single department. This was, in my view, the biggest setback that English public health ever suffered. It burdened the public health service with a millstone about its neck which it had to endure for half a century. For the arrangement was such that public health was subordinated to the pinch-penny policies of the destitution authority. During what was to become a most significant phase in their development, the local health services were under the supervision of a department which, it has been said, 'was constantly alert to hinder and rarely if ever to help'. Throughout its long life the Board showed itself to be almost entirely lacking in any real understanding of the health needs of the nation.
The relationships between the Board and the medical officers of health were most tentative and rarely, if ever, amounted to positive support in difficult situations. In such a case, the MOH was left by the Board to stand or fall on his own. The only backing he had was the moral support of his colleagues in the Society of Medical Officers of Health.
Security for the MOH had to wait until after the First World War when public pressure and political wisdom swept the Board away and created the Ministry of Health.
In 1922, an Order was made ruling that an MOH could not be dismissed from his post without the consent of the Minister. Finally, in 1929, the Local Government Act prescribed that appointments were to be made on a full-time basis. The only exceptions allowed were where districts were too small to justify a whole-time officer. They were then required to share the services of a full-time MOH with a neighbouring district.
Thus, after a struggle lasting for some 60 years, the MOH finally emerged as a medical officer in the local government service, holding a statutorily recognized qualification, occupying a fulltime post and secured from arbitrary dismissal by the protection of the Minister.
So much then for specialty, security and status. This paper has dwelt at some length on the issues which confronted the MOH in his early years, for these were the formative years which determine the character of a man or of an institution.
But in between worrying about the terms and conditions of his job, what else was he doing? What about his work? During the 1870s and for some time after, it continued to be focused on the environment. This was in line with the Chadwickian tradition reinforced by the physicochemical theories of Pettenkofer. It was not as yet influenced by the discoveries of the bacteriologists. Noxious effluvia from cesspools, and sewer gas from drains were what he sought to eliminate, rather than germs. Thus, on the basis of a false premise, a worthy object was achieved.
The Public Health Act of 1875 marked the high-water mark of environmental sanitation as a notionally complete system of health. Although it was carried along by its own momentum for many years, towards the end of the century the Sanitary Idea began to be overtaken by a new idea, a new concept, the concept of the individual and his, or her, personal health needs.
The great feats of sanitary engineering had been accompanied by a substantial decline in the death rate and especially that part of it due to infectious diseases of intestinal origin. Nevertheless, the MOH had no grounds for complacency. The infant mortality rate remained obstinately high at about 150 per 1000, while in 1900 no less than 4000 mothers died in childbirth. It became clear that environmental control was not enough to ensure an adequate standard of physical health among the working classes. What was required were services directed specifically towards the needs of vulnerable groups, of which the first were mothers and children. The historic office held by medical officers of health does not completely disappear this year. It will continue in the Channel Islands and the Isle of Man; and the title, if not the office, will be retained for the City of London. However, two major hazards have to be faced by a historian in writing of any aspect of his subject; and especially, perhaps, in considering this office. The first is antiquarianism; taking a delight in the past because of its more diverting curiosities. In this vein, it would be easy to recount some of the stories about many 'characters' who have been medical officers of health. How idiosyncratic the behaviour of local government chief officers has been on occasion is well illustrated by the excellent biography of the late Henry Morris, the creator of the Cambridge Village Colleges (Re6 1973). Such an approach would hide the real distinction of many whose achievements and personalities would have been unusual in any time or place. The second danger is to use history in support of an ideology, a racial or national stereotype, or a professional image; in other words, to employ the raw material in the service of something larger than can be supported by critical examination of the data alone. This may happen when narrative history is written at too great a level of generalization, and the result may be 'saga ', 'legend' or 'myth' (Plumb 1969) . History properly practised, is not so much narrative, as the critical analysis of the causes and course of changes in society in times previous to our own.
Many accounts of the 'rise' of public health are 'legend', in the sense that the word is used above; and in the recent past there has been a 'myth' of the medical officer of health. In the 1950s it was widely believed and commonly taught that the years between the passing of the Local Govemment Act, 1929, and the implementation of the National Health Service Act, 1946, were the 'Golden Age' of English public health. Certainly the medical officers of health enjoyed wider legal powers, and had larger resources at their direct command than at any time before or since. However, as the 1929 Act was passing through Parliament, the country was sliding into the grave financial crisis of 1930. Recovery was just gaining speed, when the Second World War began. In those times of hardship and austerity hardly any local authority, other than the largest and the wealthiest, was able to do much to put into practice the 1929 Act. The nostalgia of the medical officers of health of the 1950s was a nostalgia for one of the 'might have beens' of history, a chimera which damaged the morale and sense of purpose of too many.
The National Health Service Reorganization Act, 1973, is being implemented in circumstances which have some uncomfortable analogies with those of 1929 and 1930. The establishment of the roles of the new community physicians would not have been easy in better times. How, then, is the danger to be avoided, of recreating a 'myth' of the medical officer of health and a nostalgia for an allegedly high summer of happiness before 1974?
The Post ofMedical Officers ofHealth While English medical officers of health date their genesis from William Duncan's appointment in Liverpool in 1847, and John Simon's in the City of London in 1848, there were earlier examples. Officers of health (Officali di Sanita) were appointed in seventeenth century Italy during epidemics. When the city of Prato suffered an outbreak of plague in 1630-31, four were appointed: one Christofano di Guilo
